the needle sticking into it, passed his finger into the muscle on the other side of the hole and removed the bullet. At the 2nd Eastern General Hospital at Brighton, since mobilisation, I have examined about 1,200 cases; I do practically all my work with the tube below the couch, using a Schall's tube-stand, which allows the X-rays to be directed upward from below or downward from above the patient. It also can be directed in any direction sideways and at any angle; this is of constant use in obtaining. lateral views of limbs, &c., where the patient cannot be moved on to his side. By masking with lead I am able to take the antero-posterior and lateral views on the two halves of a 12 by 10-in. plate, and, if the exposure is accurate, the two views develop out together, and afterwards they always remain side by side for the surgeon to see at the same time.
Dr. HOWARD HuMPHRIS: I wish to comment on the remark of Sir James Mackenzie Davidson, that it would be a good thing if the radiographer could stand in the theatre at the side of the good-natured surgeon. That is a thing "nmost devoutly to be wished." There are several things to be desired; I will not indicate in which directions. I admit that in many cases the desirable thing is surgically impossible, though in four cases out of five it is possible. The radiographer, for instance, says a foreign body is 4 cm. below a given cross, and asks the surgeon to run a needle down to that cross. My experience is that if the surgeon does this, he will find the foreign body. But if the surgeon make, as the majority do, an incision immediately, he loses the value of the localisation marks, pushes his rubber-covered finger into the incision, and in so doing shifts the foreign body to a new site, and blames the radiographer for a mistaken localisation.
Dr. METCALFE: I do not propose to describe any new method; I pin my faithe to that described by Sir Mackenzie Davidson. I have not had the large number of localisation cases some members have had, but I think a method in which time is needed, and stereoscopic platesare used, is necessarily more aecurate than any other method could be.
In some cases, in too rapid localisation, a bullet is found through the size of the surgeon's incision, as he makes an ample cut through which it can usually be extracted, even if the position is not absolutely accurate. But such a rapid method would be out of the question for small pellets in the eye, for instance. I desire to mention something which I believe would apply to all these methods; it is in regard to the measurement of the distance of the anticathode of the tube to the top of the screen over the couch. It is really so absurdly simple that I apologise for bringing it forward. I obtain a long steel rod, which I push down through the top of the couch, if it be a canvastopped one; if it be a couch with a wooden top, one or two gimlet-holes must be made through which to pass it. This rod can be pushed through the opening in the diaphragm to the periphery of the tube. The rod is 60 cm. long, and there is a scale attached to it which can be moved up and down. I push it down to the level of the screen, say 15 cm., and deduct 15 from 60, giving 45, then, by adding the halfdiameter of the tube, I have the distance at once. Callipers and other instruments for such measurements are often awkward; this instrument gives no break in continuity, and I regard it as useful.
Dr. N. S. FINZI: I wish to urge the necessity, in all cases, of a very thorough screen exatnination. I am aware that in some quarters there is a tendency to deprecate this, on account of a supposed danger to the operator; but I consider that in these cases of bullet and shrapnel wounds it is extremely necessary. I have had several instances in which the entry wound was very far from the site at which the bullet had lodged. One of the most remarkable is that of a man who had chest symptoms. The bullet entered behind the right scapula, and I was asked to examine the man's chest. There were present signs of effusion of blood in the chest, but no bullet was visible. Eventually, by thoroughly screening the patient all over, a shrapnel bullet was found in the left iliac region. There are other cases in which the bullet has been found far from the site of entry, and in which the symptoms have not indicated where it is. I had one case in which the bullet was either in the heart muscle or was attached to that organ, and in that case the bullet entered just in front of the head of the left humerus. If one simply takes a skiagram of the part, one cannot hope to localise a bullet which has travelled some distance from its point of entry. I am glad to see that most of the methods brought forward at this meeting necessitate a screen examination, .because they are mostly screenlocalisation methods.
With regard to the various methods of localisation, I think it would be a mistake for radiographers to confine themselves to any one method. For instance, in the case of a limb, I consider the easiest method, at all events in the lower part, is that of crossed planes as described by Dr. Hernaman-Johnson and by Mr. Lyster. The parallax method is
